Section of Laryngology and Section of Otology 1681
The Eetiology of the pouch was closely connected with lack of relaxation of the crico pharyngeal sphincter; hence the need for stretching it. For a smaller pouch it was reasonable to do that occasionally, as it gave much relief. The difficultv in swallowing was due not only to filling of the pouch with food, and the consequent pressure of the pouch on the cesophagus, but also to a pulling forward of the anterior lip of the pouch by the crico-pharyngeal sphincter.
With regard to the choice of the single operation, or the two-stage operation, Mr. Trotter had advocated the single-stage operation, and he (the speaker) did not know of a good reason for not using it, as there was the danger of mediastinitis fromn opening the side of the neck and m11oving the pouch from the mediastinum, whether the pouch itself was opened or not.
He thought it better for repair to be carried out at the first operation rather than after considerable gluing together of structures had taken place by the timiie the second operation was due.
Mr. J. F. SIMPSON, referring to the suggestion of Mr. Forster that the age of 80 was a contra-indication for operation on cesophageal pouch, said that he had assisted Mr. Colledge in removing such a pouch from a man aged 91, who made a good recovery. [Mr. Forster: This particular pouch was the largest on record.]
Mr. C. P. AWILSON said that an unusual point about this case was that it was apparently easy to pass an cesophagoscope into the gullet, and the pouch appeared only as a soft swelling pushing forward the posterior wall of the gullet and thus causing obstruction. It was usually easy to pass an cesophagoscope into the pouch, but difficult to pass it into the gullet. He had seen iiany such cases, but not one in which one did not pass the cesophagoscope into the pouch at first, and had to search for the opening from the pouch into the cesophagus. The present pouch seemed to be of unusual type.
MIr. HAROLD KISCH said that he had had one case of the kind in an old milan suffering frolmi obstruction and dysphagia. The radiologist had assured him that the picture suggested stricture of the cesophagus, not a pouch, and with that he agreed. He passed an cesophagoscope easily right down the cesophagus, no obstruction.being encountered, but he thought there was some fullness at the level of the upper end of the sternum. During the nlight the patient was seized with severe pain on the right side of the chest, and he died the next morning. At autopsy there was found a large aesophageal pouch, filled with offensive bismuth and food material. There was no injury or sign of instrumnentation. Apparently there was some danger in passing an cesophagoscope in these cases.
AMr. LESLIE POWELL (in reply) said that this patient had always had a " funny " voice and had stammered, and his larynx now looked as it did before the operation. With regard to the cesophagoscope passing into the cesophagus and not into the pouch, he thought that was accounted for by the sharp, backward bend of the spine there, so that the opening into the pouch was directed backwards.
He did not invert the pouch into the lumen of the cesophagus; he understood that that was done sometimes, without cutting it off. He just oversewed the stump. He left the packing in four days, at the end of which time the temperature came down to norilmal, and the wound wNas clean when the drainage was remnoved. On the following day, however, the temperature went up again, as there was a little leakage; it would therefore have been wiser to have left the packing in for another three or four days, so that the wound in the cesophageal wall light be soundly healed. April 1936: Complained of enlargement of left upper jaw. Great hypertrophy of both maxillee. X-rays show thickening and increased density of all skull bones.
Spine, pelvis, femur, &c., normal. Sigma reaction, negative. Phosphatase: 10 times normal.
